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Introduction 
Clinical features often present in inflammatory aneu- 
rysms are abdominal back or flank pain, a pulsatile 
tender abdominal mass, pyrexia, leucocytosis, and a 
high erythrocyte sedimentation rate (ESR). A preoper- 
ative diagnosis of inflammatory abdominal aortic 
aneurysms (IAAA), however, can usually not be 
established on clinical criteria alone. The additionaal 
use of CT and MRI make a probable diagnosis of 
inflammatory aneurysm possible. ~-3 
In the present report the diagnosis of a ruptured 
IAAA was made after a painful abdominal mass was 
palpated and a characteristic CT scan was seen. 
Additionally, an Escherichia coli (E. coli) positive blood 
culture indicated generalised sepsis and suggested 
possible infection of the aneurysm. A single-stage 
procedure for reconstruction of this ruptured infected 
IAAA was performed. 
clinic. On physical examination, the patient was very 
ill with abdominal pain, a painful left-sided abdomi- 
nal mass, and pyrexia (temperature > 39.5°C). Inves- 
tigations revealed a high white blood cell count 
(19.6 × 109/1), raised ESR (140ram) and blood cul- 
tures were positive for E. coli. A CT scan showed a 
sheath of soft-tissue density of variable thickness 
surrounding the aneurysmal aortic wall. 
The fibrous tissue mantle was thickest anteriorly 
and thinnest posterolaterally, where blood could be 
seen extravascularly indicating a rupture (Fig. 1). The 
diagnosis of a ruptured, possibly infected, IAAA was, 
thus, made preoperatively. A midline laparotomy 
Case Report 
An 83-year-old man was admitted for evaluation of a 
painful eft-sided abdominal mass, and a 4-day history 
of pyrexia. Abdominal ultrasound examination 
revealed a hypodense area with a diameter of 6 to 8 
cm, which was interpreted as a possible inflammatory 
process of the sigmoid. The increasingly unstable 
condition of the patient prompted transferal to our 
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Fig. 1. Computer tomographic scan of the abdomen. A sheath of 
soft-tissue density of variable thickness surrounds the contrast- 
filled aorta, indicating the inflammatory aspect (arrow 1). Poster- 
olateral extravasation f contrast indicates the ruptured aortic wall 
and adds evidence to the diagnosis of inflammatory abdominal 
aortic aneurysm (arrow 2). 
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revealed an inflammatory infra-renal aortic aneurysm 
with considerable adhesions and granulomatous reac- 
tion surrounding it, as well as a sealed perforation on 
the left posterolateral spect. The entire inflammatory 
aneurysm was excised and continuity restored with a 
gelatine-coated ouble velour tube graft (UNI- 
GRAFT) anastomosed between the infra-renal aorta 
and the aortic bifurcation. 
Histological examination of the aortic specimen 
showed infiltration of neutrophilic granulocytes and 
culture grew E. coil Preoperative intravenous antibi- 
otic treatment was continued orally for 3 months. The 
patient made an uneventful recovery with normal 
lower limb pulses and an ESR of 20 mm after 4 weeks. 
He was discharged on the 30 th postoperative day and 
remains well at 12 months. A postoperative CT-scan at 
3 months showed no signs of graft inflammation. 
Discussion 
Inflammatory aneurYsms are not easily diagnosed 
preoperatively. They occur in between 2.5 and 10% of 
patients with abdominal aortic aneurysms. 4-8 Clinical 
criteria with a high index of suspicion for IAAA, 
present in this case, were abdominal pain, leucocyto- 
sis, and a high erythrocyte sedimentation rate. The 
final preoperative diagnosis, however, can usually not 
be established on clinical criteria alone and, in this 
case, was made on the basis of the characteristic 
contrast-enhanced CT scan. On CT scan, a dense, thick 
anterolateral mass of periaortic tissue lying outside 
the calcified media, with sparing of the posterior wall 
agreed with the perioperative finding of an IAAA. 2 
Additionall)~ the presence of extravascular blood, 
indicated a rupture. Ruptures do occur at a lower rate 
than expected for non-inflammatory aneurysms of a 
comparable size, usually where the wall is thinnest, 
posteriorly. 9 
In this case a preoperative diagnosis of a ruptured 
IAAA and E. coli sepsis was made. The operative 
repair of IAAA is comparable to that for other 
infrarenal aneurysms, except hat mobilisation of the 
aorta should be kept to a minimum. 1° Compared to 
repair of non-inflammatory aneurysms, an increased 
operative mortality rate (7.9% vs. 2.4%, p < 0.002) for 
infra-renal inflammatory aortic aneurysm repairs has 
been reportedJ Different approaches for reconstruc- 
tion of infected arterial aortic aneurysms have been 
used. Axillofemoral bypass grafting has been pre- 
ferred over anatomic reconstruction because of the 
lower risk of graft infection. 11 In recent years, how- 
ever, it has been shown that axillofemoral bypass 
grafting has a higher risk of thrombosis and morbidity. 
Successful anatomic reconstruction of a Gram positive 
mycotic aneurysm in a child has recently been 
reported by Hollingworth 14 and Calligaro has 
reported the selective preservation of infected arterial 
prosthetic grafts by radical operative wound debride- 
mentJ 5 We used a gelatine-coated double velour 
prosthesis because a gelatine, albumin or collagen 
coating may prevent he adherence of bacteria to the 
fabricJ 6 A more recent and very promising develop- 
ment is the use of rifampicin-bonded Gelsoft grafts 
which have produced impressive levels of graft 
protection against bacteria. 17'18 
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